The modern treatment of aortic valve disease is rapidly changing with significant emphasis on collaborative approaches to the decision-making around cardiac care. The Heart Team model of care has therefore been endorsed by major cardiological societies to be the standard of care, but to date [1] there are no clear guidelines on its composition. This is particularly important if one where to consider that vascular access has evolved as a critical component for transcatheter aortic valve replacement (TAVR) feasibility and success. It is currently accepted that the best outcomes are derived from TAVR when performed transfemorally when compared to alternate access sites [2] . Despite excellent outcomes in TAVR, there remains significant risk of complications, in particular related to the vascular access with more than 30% of patients with significant peripheral vascular disease (PVD) and vascular complications often reported in more than 10% of patients [3] .
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Given the importance of vascular access, we believe that interventional radiologists bring a unique set of expertise to a TAVR Heart Team based on their expertise in peripheral vascular disease therapies. This explains why at the New Brunswick Heart Centre (NBHC) our TAVR program has always included interventional radiology, interventional cardiology, and cardiac surgery as team members. Since 2010, more than 400 TAVR procedures have been performed with excellent outcomes and an overall mortality rate of 1.5%. During that time, our TAVR program has evolved significantly by adopting increasingly less invasive approach to patients undergoing TAVR as demonstrated by our adoption of percutaneous approach and conscious sedation. There are to the best of our knowledge few centers where interventional radiology plays such a critical role in the Heart Team. Their expertise has been essential in our gradual transition to a 100% percutaneous transfemoral approach. This is in spite of 35% of patients with significant known PVD and a significant proportion having small access vessels (26% B 7 mm). We also reported a 1.2% major vascular complication rate, which compares favorably to other large series [4] .
Interventional radiologists have in many institutions been key clinicians involved in the management of peripheral vascular disease. This explains at least in part why interventional radiologists have proved to be invaluable members of our TAVR team. Overall, we have developed a system in which TAVR procedures are performed in a collaborative manner and where all team members are valued. Critical decisions have not relied on a single individual but instead on overall consensus. We argue that the New Brunswick Heart Centre TAVR Team is an example of a well-functioning ''Heart Team'' and stands in contrast to programs in which outcomes are highly dependent on the team leader rather than a shared responsibility model. Our shared responsibility model promotes respect and understanding of the extensive experience and complementary skills of each member. We believe that our team composition will be particularly critical as TAVR indications are expanding into lower risk patients in which the margin for error or complications will be lower. There are important qualities and experience that can be gained from interventional radiologist who does peripheral vascular interventions as part of their daily work, which is difficult to measure or quantify. It is important to note that this does not mean that all centers should adopt our approach or that interventional radiology should become the standard of care, but it does point out key features of teamwork that are increasingly being recognized and have been difficult to define and implement in medicine [5] .
